[—FAMILY Memeer 3 First Name M.I. FamiLy MemBer 3 LasTt Name _]

DRUG ALLERGIES: (CHECK ALL THAT APPLY) Peniciui (01) Aspirin (03) Copene (04) SuLra (15)
Terracycune (07) ErvTHrRomyCiN (09) OTHER!
NO Known Druc ALLERGIES (00) BirTH DATE - - GENDER
PHysiciaN LasT Name PHysician PHone #
i -~ -
I
g 2. PAYMENT METHOD
O

PLEASE INCLUDE PAYMENT WITH YOUR ORDER. DO NOT SEND CASH. I|I|| | ||I |||| Ill Cuient ID;
STANDARD DELIVERY OF YOUR ORDER IS FREE AND WILL ARRIVE WITHIN ANCHOR/GWL

14 DAYS FROM THE DATE WE RECEIVE YOUR ORDER.

NOTE: YOUR CREDIT CARD WILL BE CHARGED ACCORDING TO YOUR PRESCRIPTION PLAN. ALL FUTURE ORDERS WILL BE
CHARGED TO THIS CREDIT CARD, UNLESS PAYMENT (CHECK) ACCOMPANIES THE ORDER.

CreDIT ExpIRATION

Carp # Dare -
CARDHOLDER

Nawme

PLEASE PRINT NAME AS IT APPEARS ON CREDIT CARD
NOTE: IF PAYING BY CHECK OR MONEY ORDER, PLEASE REFER TO YOUR PRESCRIPTION PLAN MATERIALS FOR COPAY.

Creck/Mongy ORDER Amount Encrosep $
= 3 SIGNATURE REQUIRED
'z PLEASE CHECK ANY OF THE TWO OPTIONS (IF APPLICABLE) AND SIGN THE FOLLOWING STATEMENT.
: o | WOULD LIKE MY PRESCRIPTIONS DISPENSED WITH ! REQUEST THAT THIS AND FUTURE ORDERS BE SHIPPED
‘ NON-CHILD RESISTANT (EASY OPEN) CAPS. “SIGNATURE REQUIRED” FOR AN ADDITIONAL CHARGE.

| CERTIFY THAT ALL THE INFORMATION ON THIS FORM IS CORRECT, INCLUDING ANY SELECTIONS MADE FOR SENDING
MY ORDER “SIGNATURE REQUIRED” OR FOR NON-CHILD RESISTANT {EASY OPEN) CAPS. | PERMIT EXPRESS SCRIPTS
INC. TO RELEASE ALL INFORMATION ON THIS FORM CONCERNING PRESCRIPTION ORDERS TO MY PLAN SPONSOR,
ADMINISTRATOR OR HEALTH PLAN FOR THE PURPOSE OF

PAYMENT, TREATMENT, OR HEALTH CARE OPERATIONS.

4. REVIEW YOUR PRESCRIPTION
TO AVOID DELAYS IN PROCESSING YOUR ORDER!
* CHECK TO SEE IF THE PATIENT NAME, ADDRESS AND DATE OF BIRTH IS CLEARLY WRITTEN ON THE PRESCRIPTION. IF NOT,
PRINT THE PATIENT'S FULL NAME, ADDRESS, PHONE NUMBER AND DATE OF BIRTH ON THE BACK OF THE PRESCRIPTION.
* CHECK TO SEE IF THE PHYSICIAN SIGNATURE IS LEGIBLE AND PHYSICIAN PHONE NUMBER IS PRINTED ON THE
PRESCRIPTION. IF NOT, PLEASE CIRCLE THE PHYSICIAN'S NAME ON THE PRESCRIPTION, OR PRINT THE PHYSICIAN NAME
AND PHONE NUMBER, INCLUDING AREA CODE ON THE BACK OF THE PRESCRIPTION.
NOTE: WE WILL DISPENSE FDA APPROVED GENERIC MEDICATIONS WHEN ALLOWED BY YOUR PHYSICIAN, SUBJECT TO THE
| TERMS OUTLINED IN YOUR PLAN.
I_ QUESTIONS ABOUT YOUR PHARMACY BENEFIT?
‘ CALL THE MEMBER SERVICES NUMBER LISTED ON YOUR ID CARD



B

1.

FamiLy Memeer 2 First Name

L

NEW PATIENT MAIL ORDER FORM

PLEASE COMPLETE ALL PORTIONS OF THIS FORM BY PRINTING IN ALL CAPITAL LETTERS USING BLACK INK. I
IF THERE ARE MORE THAN 3 FAMILY MEMBERS, WRITE THE INFORMATION ON A SEPARATE PIECE OF PAPER.

PERSONAL INFORMATION

CarpHoOLDER 1D} Numser
(REFER TO YOUR PLAN ID CARD)

CARDHOLDER First Name ML CarpuoLper Last Name

DruG ALLERGIES: {oHECk At Tont Aoy Pepseg s (01) Asririn (N3)

Terracycine (07) Erymironsm(NO) Omier;

NO Known Druc Atcereirs (00) RirtH Date -

Cooene (04)

SuLra (15)

GENDER

PLEASE PROVIDF A STREET ADRRERS, CERTAIN MEDICATIONS CANNOT BE DELIVERED TO A POST OFFICE BOX,

Manive
APnreas

Cirvy
Statr JIP Cone -
Puong # ,

Puvsician Last Name Puvsician Prone #

Famiy Memeer 1 First Namr M.1. FamiLy Memser 1 Last NaMe

DruG ALLERGIES: (nHECK AL THaT AprLy) Peniciuim (01) Aspiriv (03) Conene (04)
TeTrACYCLINE (O7)

NO Known Drug ALLeraies (00)
Puysician Last Nawve

EryTHROMYCIN (09) OTHER:

Birtu Date - -
PHysician Prone #

M.l Famiy MemBer 2 LasT Name

DRuG ALLERGIES: (CHECK ALL THAT APPLY) Peniciin (01) AsPriN(03) Cooeine (04)

TetracycLing (07)

NO Known Drus ALteraies (00)
Puysician LasT Nawme

ErvrHROMYoIN (09) OTHER:

BirtH DATE - -
PHysician PHone #

MLRIMGGWL KMA6042

Sutra (15)

GENDER

Sura (15)

GENDER

FOLD HERE

FOLD HERE

T e e e e T T T T e e e e e e e e e e e e e e e e e e e e e e s s s e

B

Postage
Required
Post Office will

not deiiver
without proper

postage

MLRIMGGWL KMA6042

ANCHOR/GWL

r

ice

EXPRESS SCRIPTS®
Mail Pharmacy Serv

PO Box 52111

Phoenix AZ 85072-2111



